PHYSICIANS should state’y

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH_

1. PLACE OF DEAT.

2. FULL NAME

{d) R No.
(Umal place of abode)
Length of residence in cify or town where death occurred

5

¥Is.

Hegdistrotion District No.
Primary Redictration District No....

Du nol e this apace.

1
T -

70

....... File No.,... .
Begistered No, QJ ..... -
Sl s vereeree Ward)

... Ward.
(i nnuresxdcnt give city or town and State)
Ho_w long in U.S., if of fareifn birth? 73" o,

da.

PERSONAL AND STATISTICAL PARTICULARS

7

=7 MEDJCAL CERTIFICATE OF DEATH

3. SEX - 4, COLOR OR 5. SINGLE, MARRIED, WIDOWED 0R
DIvoRCED (toritr the word) E

Sa. Ir Mmmm, WIDOWED, OR 73“%’%

(oR) WIFE oF
6. DATE OF BIRTH (momu DAY AND YEAR)W .(y /}’35

7. AGE YEARS ‘ Davs 1 LESS than I

4/ 7 - day, .,

Months

é,

AGE should be stated EXACTLY.

[|{that T [ast saw l:M.n alive on.......0e &

16. DATE OF DEATH (MONTH, DAY AND YEAR) M 7 — 191}4

" | HEREBY CERTIFY, Thet I nticpded d mdlmm/“ﬁz
d-.

dezth occarred, on the date siated above, at.
THE CAUSE OF DEATH* w

, 80 that it may be properly classified. Exact statement of OCCUPATION is very importaat,

information should be carefully supplied.

CAUSE OF DEATH in plain terms

N. B.—Every item of

8. OCCUPATION OF DECEASED
(a) Trade, profession, or
perticular kind of work ............ £ SPTEE R TN TR B
(b) Geners] nature of indastry, CONTRIBUTORY.....{.
busigess, or establishment ia {SECONDARY)
* which emplayed (o7 emPRTEr) o s e *
N of expls .
(c) Nome of emplayer a 18, WHERE WAS DISEASE CONTRACTED
9. BIRTHPLACE {ciTy or 'rmm) ............. - l |F HOT AT PLACE OF DEATHT.... oo aems e seeneees s
STATE CR COUNTRY) ;2% p k
¢ {" . DID AN OPERATION PRECEDE —Y.}
10. NAME OF FATHW /2/ /%M w B
1 AS THERE AN AUTOPSYL.............oou. ipes
Yim
2 11. BIRTHPLACE OF FATHER (ciTY or Town)._" ... WHAT TEST CONFIRMED DIAGNOSIST..,
STATE OR COUNTRY .
E ¢ ? w (Sidoed)... . AM.D
< | 12. MAIDEN NAME OF MOTHER Mz:c’ A M 19"'*5/ (Address) Miﬂ‘ T 2
MOTHER (ciTy WMo emeserssseesoeems s sesmesess semesmeens *Sinte the Drsm Cavarza Deatr, or in deaths from Vierzxr Causes, state
13. BIRTHPLACE OF @ ) (% {1) Mgzaxs akp Natvzn or Imsmey, and (2) whether Acc'mn'rru.. BoicmaL, or
(STATE oR COUNTRY) W(@dﬁ." Cg; Hosicroar.  {Ses reverse side for additional space.)
S - A
M- mﬂ_ﬁ’ )4/ ﬁ /‘%’”//L"‘f 19, PLACE OF BURIAL. CREMATION. OR REMOVAL | DATE OF BURIAL
(Address) / /cﬂ-. 1w &
15. "
FILED ........ g

lgasss
( /&(f'«&ﬁ?ﬁ‘?{




Revised United States Standard -

Certificate of Death

tApproved by ‘U, 8, Census and American Poblic Health
Asspelation.)

Statement of :0ccupation.—Preoise statement.of
ocooupation is very important, so that the relative
healthfulness-of variousparsuite can be known. The
question applies to each and every person, irrespee-
tive of age. For many-ocoupations a single word or
term on the first line will be sufficient, o. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman,eto.
But in many eases, especially inindustrial employ-
ments, it is nesessary to know (a) the kind of work
‘and also () the nature -of the business or industry,
and therefore an additional line is provided for the
Iatter statemeont; it should be used only when needed.
As examples: (a) Spinner, (b) Cotion mill, (a) Sales-
man, (b) Grocery, (a) Foreman, (b) Automobile fac-
tory. The material worked on may form part of the
.second statement. Never return “Laborer,” *'Fore-
man,” ‘“Manager,” “‘Dealer,” .eto., without more
.precise specification, as Day laborer, Farm laborer,
Laborer—Coal mine, eto. Women at home, who are
-engaged in the duties of.the household only:(not paid
Housekespars who receive a ddfinite salary), may be
-entered as Housewife, Housework or At home, .and
children, not gainfully employed, as At school or Al
home. Care should be taken to report specifically
the occupations of persons engnged in domestio
service for wagea, as Servant, Cook, Housemaid, eto.
Jf -the-oecupation ;has ‘been changed or.given up on
account of the DISEASE CAUSING DEATE, state ocou-
pation st beginning of illness. X retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yra.) For persons who have no oceupation
whatever, write None:

Statement of Cause of Death.—Name, first,
the DIBRASE cavUSING DEATH (the primary affection
with respeat to time and eausation), using always the
same aceented term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym ie
*Epldemio ocerebrospinal meningitis'}; Diphtheria
(avoid use of **Croup’’}; Typheid fever (nover report

“Typhoid pneumonia’™); Lobar pneumonia; Broncho;
pneumonis (' Pneumonia,” unqualified, is indefinite),
Tuberculosis of lungs, meninges, periloncum, eto,
Carcinoma, Sarcoma, eto., of......... . {(name ori-
gin; “Canocer” is loss definite; avoid use of **Tumor’’
for malignant neoplasma); Measles, Whooping cough;
Chronic valeular -heart disease; Chronig interstitial
nephritis, oto, The contributory (secondary or in-
tereurrent} affeotion need not be stated unless im-
portant. Example: Mecsles {disease:causing death),
29 ds.; Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as *‘Asthenia,” *Anemia’ (merely symptom-
atie), “Atrophy,” *Collapse,” *‘Coms,"” “Convul-
sions,” “Debility” (“Congenitsl,” *Senile,” ete.),
“Dropsy,” ‘‘Exhaustion,” *“Heart failure,” ''Hem-
orrhage,” ‘*‘Inanition,” *“Marasmus,” *“0ld age,”
“Shook,” ‘‘Uremia,” *“Wenkness,” ete., when a
definite disease can be ascertained as the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PURRPERAL seplicemia,”
“PUERPERAL peritonitis,” ete, State ocause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MBANS oF INJURY and qualify
B8 ACCIDENTAL, BUICIDAL, Or HOMICIDAL, .Gr a8
probably such, it impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way irain—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably euicide.
The nature of the injury, as fracture of skull, and
consequences (o. g., sepsis, lelanus), may be stated
under the head of “Contributory."” (Recommenda-
tions on statement.of cause of -death approved by
Committee .on Nomenclature of the American
Mediaal Association.)

Nore—Individual offices may add to above-list of undesafr.
able terms and refuse to accept cortificates containing them,
Thus the form In use In New York Clty.states: “Certificatos
will be returned for additional informotion which give any of
the following diseases, without explaostion, as.the sole cause
of death: Abortion, cellulltis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas. meningitls, miscarriage,
necrosis, peritonitia, phlebitis, pyemia, eepticemia, tetpnus,™
But general adoptlon of the minimum liat suggested will work
vast improvement, and ita-scopa can.be extended at.a later
date.

ADDITIONAL BPACE FOR FURTHRER ATATEMANTS
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